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The Dilemma of Myopericarditis Versus Acute
Coronary Event
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Abstract

Myopericarditis is an uncommon medical condition characterized
by symptoms and signs of pericarditis with myocardial involve-
ment. The main differential diagnosis is acute coronary event. Chest
pain, electrocardiogtaphic changes, elevated cardiac enzymes and
regional wall motion abnormality might turn the situation into a
state of emergency. Here we describe a patient who presented with
all of the above and positive family history of coronary artery dis-
ease. He was rushed to the catheterization unit, showing normal
coronaries. Cardiac computerized tomography done later showed
normal coronaries and pericardial enhancement typical of pericar-
ditis with eventual diagnosis of myopericarditis due to streptococ-
cal tonsillar infection. Patient was eventually treated with aspirin
with full recovery of the left ventricular function.
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Introduction

Myopericarditis is an uncommon medical condition char-
acterized by symptoms and signs of pericarditis with myo-
cardial involvement. It could be associated with infectious
etiologies, mainly viral, like adenovirus [1], echovirus [2]
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and coxsackie virus [3]. It was described also following
streptococcal infection in few cases [4-8]. The myocardial
involvement of this entity adds to the uncertainty about the
true diagnosis. Pericarditis “supplies” the chest pain and the
ST-segment elevation, while the myocarditis “supplies” the
elevated myocardial enzymes and in some cases the regional
wall motion abnormality of the myocardium. All these fac-
tors might mislead the treating physician towards an incor-
rect diagnosis of acute coronary event.

Here we report a case of post-streptococcal myopericar-
ditis who was suspected of acute coronary event, and even-
tually had angiogram of the coronary arteries followed by
coronary computerized tomography that showed normal cor-
onary arteries. We will try to highlight important clues in or-
der to help the treating physician to reach a correct diagnosis.

Case Report

A 45 years old man with hyperlipidemia and family history
of coronary artery disease, had throat pain with elevated
temperature for 3 days diagnosed with follicular tonsillitis
by the family physician. On the third day, patient developed
persistent right chest pain exacerbated by deep breathing. At
the emergency room electrocardiogram showed elevated ST
segment at leads II-III, AVF and V 5-6 with prominent R
at V1-2. Chest X-ray was normal. White cell count in the
blood was 5,270/mL, GOT 37 U/L, GPT normal, LDH 372
U/L, CPK 634 U/L (normal up to 100), troponin 0.46 ng/mL
(normal up to 0.1). C-reactive protein level was 8.61 mg/
dL (normal up to 0.5). Echocardiogram showed hypokinesia
of the infero-lateral wall. Patient was suspected with acute
coronary event, treated with anti-aggregants and rushed to
the angiography center for coronary angiography that was
normal. Patient was started on aspirin 2 g/day with resolu-
tion of his symptoms within 24 h. Repeated echocardiogram
3 days following admission was normal and coronary com-
puterized tomography showed late enhancement of the peri-
cardium at the infero-lateral portion of the left ventricle and
posterior portion of the right ventricle. Anti-streptolysin titer
was 500.6 IU/mL decreasing to 161.0 3 weeks later. Anti-
bodies to echo, adeno and coxsackie viruses were negative
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for acute infection.

Discussion

Myopericarditis could understandably raise the suspicion
of acute coronary events with its electrocardiographic and
serum cardiac enzymes. With both differential diagnosis at
hand, the treating physician including cardiologists, might
be mislead by the echocardiographic findings. Regional wall
motion abnormality of the myocardium with the lack of peri-
cardial fluid is usually perceived as more evidence towards
coronary event.

Post streptococcal myopericarditis was reported in few
cases before [4-8]. All the cases involved were young male
patients. In all of them there also was wall motion abnormal-
ity of the myocardium, in some regional and in others global.
In all of them there also was a full recovery of the myocar-
dial function within days to few weeks. So, regional wall
motion abnormality should not deviate the working diagno-
sis towards coronary event, but should also be considered as
part of the presentation of myopericarditis.

Patients with myopericarditis who are suspected for
acute coronary event should have immediate cardiac com-
puterized tomography. This modality can rule out with high
sensitivity and specificity acute coronary event and can at the
same time help with the diagnosis of acute myopericarditis,
showing pericardial enhancement, a characteristic finding of
pericarditis, and even very small amounts of pericardial ef-
fusion, not picked up by echocardiography [9].
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